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C A S E
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Myoid Hamartoma of the Breast
Tzu-Chieh Chao*
A myoid hamartoma is a rare benign breast lesion that is considered to be a variant of
mammary hamartoma. This lesion has an uncertain origin, likely in blood vessel walls,
muscularis mammillae of the areolae, and mainly in myoepithelium. The tumor is well
defined, with variable radiodensity under mammographic examination. However, the
sonographic characteristics of this tumor have rarely been described. This report describes
the sonographic features of a myoid hamartoma in the breast of a 56-year-old female. The
tumor was oval shaped and compressible. Additionally, the tumor had heterogeneous
echotexture, smooth margin, a thin echogenic capsule, and enhanced through-transmission.
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Introduction
In 1971, Arrigoni et al proposed mammary hamar-
toma for a well-circumscribed breast lesion com-
posed of a mixture of benign mammary elements
and fat [1]. The proportion of components in hamar-
tomas can vary, have a disorderly arrangement,
and/or imperfect differentiation. Myoid (muscular)
hamartoma is a rare benign breast lesion that is
considered to be a variant of mammary hamar-
toma [2]. Myoid hamartoma commonly presents
as a well-defined, firm and mobile mass, and can
be clinically indistinguishable from fibroadenoma.
Mammographic study shows a well-defined tumor
with variable radiodensity [3,4]. Mammographic
detection sensitivity is reduced in women with radio-
graphically dense breasts [5,6]. Therefore, ultra-
sonography is commonly employed by physicians to
diagnose breast lesions in Chinese women as most
have smaller breasts and denser breast tissue than
Western women [7,8]. The sonographic features of
myoid hamartoma have rarely been reported. Here,
a case of myoid hamartoma presenting as an oval
mass with heterogeneous echotexture and a thin
echogenic capsule on ultrasonography is described.
Case Report
A 56-year-old, gravida 2, para 2, postmenopausal
female presented with a palpable lump in her left
breast that had been present for 1 month. Physical
examination revealed a 4×3 cm well-defined, firm,
mobile, smooth, non-tender mass in the upper inner
quadrant of the left breast. No skin distortion,
inflammation, nipple retraction, nipple discharge, or
axillary lymphadenopathy was detected. The patient
had no relevant medical history and no family history
of breast diseases. She had taken no hormones or
other medications. Assessment by the HDI 5000
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ultrasound system (Advanced Technology Labora-
tory, Bothell, WA, USA) with a linear 5–12 MHz
transducer revealed a 3.71 ×3.2 ×1.7 cm mass at 
11 o’clock, 3 cm from the left breast nipple (Fig. 1).
The mass was oval shaped and the tumor contour
changed when pressure was applied with a probe.
Additionally, the tumor had heterogeneous hypo-
echoic echotexture, smooth margin, thin echogenic
capsule, and enhanced through-transmission. No
microcalcifications within the mass were noted.
The tumor was excised as requested by the patient.
Histopathologic examination identified a well-
circumscribed tumor consisting of benign ducts
and adipose tissue entrapped by a muscular stroma
(Fig. 2). Immunohistochemical staining was positive
for smooth muscle actin and vimentin, and nega-
tive for S-100 protein (Fig. 2). No recurrence was
reported during a 15-month follow-up period.
Discussion
Mammary myoid hamartoma is a rare benign breast
lesion that is considered to be a variant of mam-
mary hamartoma. Although usually an exclusively
female tumor, Ravakhah et al described a male case
confirmed by excision biopsy [9]. This tumor gener-
ally has an admixture of smooth muscle stroma with
entrapped ductules, and lobules and foci of mature
adipose tissue [3,4,10]. The possible sources of
smooth muscle proliferation in mammary tissue are
blood vessel walls, myoepithelium, undifferentiated
mammary mesenchyme, and muscularis mammillae
of areolae [11]. Histologically, differential diagnosis
must be made with benign and malignant spindle
cell tumors of the breast [3,4,12]. Fibroadenomas
containing smooth muscle differ from myoid hamar-
toma in its intracanalicular or pericanalicular growth
pattern; normal mammary lobules are rarely encoun-
tered. The leiomyomas are composed of smooth
muscle cells in a fascicular pattern. Myofibroblas-
tomas commonly do not contain entrapped nor-
mal ducts and lobules and are characterized by
myofibroblasts clustered in fascicles interspersed
with broad bands of hyalinized collagen. Benign
nerve sheath tumors are excluded by negative
immunohistochemical staining for S-100 protein.
The spindle-cell type of adenomyoepithelioma also
shows a strong immunoreaction to S-100 protein.
Fibromatosis is frequently characterized by its infil-
trative growth pattern and presence of cellular areas
alternating with hypocellular fibrotic areas [4,11,13].
A B
iF g. 1. Ultrasound of a myoid hamartoma shows a 3.7×3.2× l1.7 cm well-circumscribed, wider-than-tall tumor. The tumor is ova
shaped with heterogeneous echotexture, smooth margin, thin echogenic capsule, and enhanced through-transmission. (A) Radial
plane; (B) antiradial plane.
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Clinically, myoid hamartoma presents as a firm,
well-circumscribed and mobile tumor and, therefore,
can be clinically and grossly identical to fibroade-
noma [3,4]. Myoid hamartoma usually appears as
a well-defined mass with variable density on mam-
mography [3,4]. Few reports describing the sono-
graphic features of myoid hamartomas exist. Garfein
et al reported six cases of myoid hamartomas; ultra-
sound was performed in four [3]. Unfortunately,
they did not elucidate the specific sonographic
features, but in an example illustration, they did
present a solid mass containing both echogenic
and hypoechoic echotexture and posterior acoustic
shadowing. The patient in this case report had het-
erogeneous hypoechoic echotexture and mildly
enhanced through-transmission on the antiradial
plane, with no posterior acoustic shadowing. Pos-
terior acoustic shadowing is one sonographic char-
acteristic of malignancy [14,15]. This case had
numerous sonographic features indicative of a
benign tumor, such as oval shape, smooth margins
and a thin echogenic capsule [14,15]. These find-
ings are similar to most mammary hamartomas
that are oval in shape, have smooth margins and
thin echogenic capsules without posterior acoustic
phenomena [16,17]. Heterogeneous internal echo-
genicity was reported in 87.5% of hamartomas by
Park et al [16] and in only 11.1% of tumors by
Georgian-Smith et al [17].
In summary, myoid hamartoma presents with
clinical and sonographic features that are indistin-
guishable from a benign tumor. Tumor excision or
A B
C D
iF g. 2. (A) The myoid hamartoma shows smooth muscle stroma with entrapped ducts and adipose tissue (hematoxylin and eosin;
original magnification, 200×). Immunohistochemical staining is positive for: (B) smooth muscle actin; and (C) vimentin. (D) S-100
protein is present in the myoepithelium of the ducts and absent in the smooth muscle stroma (counterstained with hematoxylin;
original magnification, 200×).
core needle biopsy may facilitate a definition of
the characteristics of this rare benign tumor [3].
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